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The suicide rate in the United States continues to rise, and rates of Veteran deaths are 1.5
times greater than those of non-Veteran adults. Previous research demonstrates that higher rates
of suicide acceptability are positively related to suicide planning, suicidal ideation, and attempts.
Examining rates of suicide acceptability in a Veteran and non-Veteran sample may be one
pathway to understand the process by which attitudes are linked to behaviors. Study 1: Study 1
included a preliminary examination of a pre-screening measure, the Veteran Verification
Questionnaire (VVQ), which aims to increase the validity of a Veteran sample online and reduce
possible misrepresentation. Results indicated that the VVQ successfully differentiated between
Veterans and non-Veteran students. Additionally, participants that answered 8 out of 12 possible
items correctly were more likely to be Veterans (89%) whereas a score of 7 or less indicated that
the participant was more likely to be a student. Study 2: Study 2 first examined whether or not
veterans and non-Veterans differed significantly on suicide acceptability when accounting for
age and sex. Study 2 also examined whether Veteran status predicted suicide acceptability using
the Attitudes Towards Suicide Scale in the sample after accounting for age, sex, suicide risk and
exposure to suicide. The results demonstrated that suicide acceptability rates varied significantly

between Veterans and non-Veterans such that Veterans endorsed higher rates of suicide
acceptability. The results from a hierarchical multiple regression analysis indicate that suicide
risk, suicide exposure, and Veteran status accounted for a total of 25% of the variance in
acceptability scores. The findings also demonstrate that Veteran status only accounted for 4% of
the total variance whereas suicide risk accounted for 10% and exposure to suicide behaviors
accounted for 11%. Interestingly, the direction of these predictions between suicide risk and
exposure to suicide with suicide attitudes were opposite of expected.
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CHAPTER I
INTRODUCTION
Death by suicide accounted for 47,511 deaths per year in 2019 equating to 130.2 deaths
by suicide per day, making suicide the 10th leading cause of death in the United States (Drapeau
& McIntosh, 2020). From 2005 to 2016 the rate of Veteran suicide increased 20.6%, and in 2016
the suicide rate was 1.5 times greater for Veterans than for non-Veteran adults (VA National
Suicide Data Report, September 2018). Current trends in the U.S. indicate that despite increased
treatment, research, and intervention, the rate of suicide has not seen an appreciable decline in
decades and has continued to rise over the past 11 years (Curtin et al., 2016; Kessler et al., 2005).
These numbers may be reflecting a cultural norm regarding suicide and varying degrees
of acceptability, given increase discussion and public attention. Specifically, in the context of
the theory of planned behavior, attitudes about specific behaviors and subjective norms are
components in determining intentions and subsequent behaviors (Ajzen, 1991). Therefore,
favorable attitudes surrounding suicide acceptability may be influencing suicidal behavior as a
result of this attitude-behavior connection (Ajzen & Fishbein, 2005; Fazio, 1986; Stecz, 2019).
Research has demonstrated support for this connection, as higher rates of suicide acceptability
relate positively to suicide planning (Joe et al., 2007), suicidal ideation (Gibb et al., 2006), and
suicide attempts (Anglin et al., 2005; Salander Renberg & Jacobsson, 2003). Considering the
higher rates of suicide and suicide risk associated with military service members, examining
suicide acceptability within Veteran populations is a key area to be investigated (Olenick et al.,
1

2015). Specifically, it is important to investigate the attitudes about suicide from both Veterans
and non-Veterans and to assess for potential differences that may be associated with the higher
rates of suicide within Veteran samples. The current study investigated suicide acceptability,
self-reported suicidal thoughts, and exposure to suicide among Veterans and non-Veterans.
Suicide Risk Factors and Veterans
Veterans have a higher risk of suicide relative to the U.S. general population (VA
National Suicide Data Report, September 2018). There are many factors that may contribute to
increased risk such as deployment (Kang, et al., 2015), exposure to combat while deployed
(Bryan et al., 2015; Bryan & Cukrowicz, 2011), and access to firearms (Anestis & Capron,
2016). Specifically, deployment to another country for the purpose of serving and protecting
your own country is unique to individuals that have served in the military. There is mixed
research comparing individuals that have deployed and those that have not deployed as it relates
to suicide risk. Kang and colleagues (2015) found that Veterans that had not been deployed had a
higher risk of suicide than those that had been deployed to Iraq or Afghanistan (OEF/OIF) war
zones. Although, both deployed and non-deployed soldiers had a 41% and 61% higher risk of
suicide than the general population. In contrast, another study found that individuals that were
deployed were at 25% increase risk across suicide related outcomes (ideation, attempts, and
death) compared to those that did not deploy. More specifically, those that were exposed to
killing and atrocity while deployed had a 43% increase across suicide related outcomes (Bryan et
al., 2015). These varying results may be due to the types of deployments captured by the samples
and the experiences of the Veterans while deployed. For example, Bryan & Cukrowicz (2011)
found that all combat experiences were related to increased capability for suicide, which
2

according to the interpersonal theory of suicide (Joiner, 2005), would increase an individual’s
clinical risk for suicide. Overall, Veterans, whether deployed or not, have a significantly higher
risk for suicide when compared to the general population (Bryan et al., 2015; Bryan &
Cukrowicz; Kang et al., 2015).
Firearms are another unique risk factor for Veterans with nearly half of all Veterans
owning a firearm (Cleveland et al., 2017) and 69% of all Veteran suicide deaths resulting from
intentional injury with a firearm (U.S. Department of Veteran Affairs, 2018). Additionally,
firearms are considered the most lethal method of suicide attempt, resulting in overall increased
risk for Veterans given the prevalence of use in suicide attempts and ownership (Shenassa et al.,
2003). Additionally, Ammerman and Reger (2020) found that Veteran suicide decedents were
less likely to have engaged in suicide prevention efforts and not receive means safety counseling
or safety planning. This aligns with other research that found Veterans that died by suicide using
a firearm were more likely to keep their gun at home and in an unsecured location (Anestis et al.,
2017). Moreover, Veterans are more likely to live in states with less regulation surrounding
handguns, which is linked with increased risk of suicide (Anestis & Capron, 2016).
The other risk factors related to the Veteran population are mental health diagnoses. For
example, in a sample of OEF/OIF Veterans, those that received a diagnosis of depression, PTSD,
or psychotic disorder were more likely to endorse current suicidal ideation while those with
comorbid depression and PTSD were most at risk for suicide (Lemaire & Graham, 2011).
Another study with OEF/OIF Veterans demonstrated that among 103,788 recently returning
Veterans, 25% received mental health diagnoses, and 56% of that group met criteria for two or
more unique mental health diagnoses (Seal et al., 2007). Among these mental health diagnoses,
substance use disorder is also relatively common. Veterans have higher rates of substance use as
3

compared to their civilian counterparts with alcohol and nicotine use via cigarettes being the
most prevalent substances used (Olenick et al., 2015; Teeters et al., 2017). Subsequently,
substance use has been found to exacerbate other mental health symptoms, especially symptoms
of PTSD along with other deleterious physical and interpersonal consequences (Boden et al.,
2014). Moreover, a study by Bohnert and colleagues (2017) demonstrated that a current
substance use disorder including alcohol, cocaine, cannabis, opioid, amphetamine and sedatives
were also found to significantly relate to increase suicide risk, especially among woman. These
findings demonstrated the Veterans not only have high rates of mental health diagnoses
including PTSD, depression, and substance use disorder but they are also independently related
to increased suicide risk.
Overall, Veterans are a unique population with complex needs and unique experiences
that vary by branch, training, deployment, wartimes and exposure to combat. Veterans are also
unique in that despite these vast differences, there remains a sense of camaraderie and shared
culture that seems to unite their experiences (Olenick et al., 2015). In this same vein, there are
specific factors related to the Veteran experience that increase this population risk for suicide.
Previous research demonstrated the potential increase risk related to deployment (Kang et al.,
2015), exposure to killing and combat experience (Bryan et al., 2015; Bryan & Cukrowicz,
2011), firearms (Anestis & Capron, 2016), and mental health diagnoses such as PTSD,
depression, and substance use disorder (Lemaire & Graham, 2011; Teeters et a., 2017). By
examining a Veteran population and their attitudes towards suicide, there may be information
about this shared culture or experiences that could help understand the increasing rates of suicide
within this specific population.
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Attitudes
Attempting to explain and predict human behavior is a complex and vastly difficult task;
however, measuring attitudes toward suicide may be one avenue through which to better
understand the pathway to this specific behavior. Attitudes are at the basic level related to social
behavior (Wicker, 1969) and have been described as one of the major building blocks in social
psychology to understanding human behavior (Allport, 1954). According to Hogg & Vaughan
(2005), attitudes are “a relatively enduring organization of beliefs, feelings, and behavioral
tendencies towards a socially significant object, groups, events or symbols.” (p. 150).
Furthermore, by better understanding attitudes, we can begin to delineate how specific attitudes
relate to intentions and subsequent behaviors related to suicide (Ajzen, 1991).
Attitude-Behavior Connection
There is much more agreement surrounding the definition of an attitude as opposed to the
strength of the connection between attitudes and behaviors (Jain, 2014; Ajzen, 1991; Fishbein &
Ajzen, 1977). At its core, an attitude is a relatively stable summary evaluation of an object that
serves to guide an individual’s psychological or behavioral response to such an object (Allport,
1935; Jain, 2014). The degree of connection between the attitude and behavior has been debated
in social psychology (Fishbein & Ajzen, 1977). Current research indicates that the strength of the
connection is related to the specificity of the attitude to the behavior (Ajzen & Fishbein, 2005).
Essentially, a broad attitude about a specific behavior is a poor predictor of engaging in that
behavior but an attitude that is important to a person or represents a vested interest in a specific
behavior demonstrates better predictive ability (Johnson et al., 2014). There are several theories
describing the process by which attitudes are linked to behaviors, with the three most prominent
5

being the Affect-Cognition-Behavior (ABC) framework, the theory of planned behavior (Ajzen,
1991), and the cognitive hierarchy model (Homer & Kahle, 1988).
The ABC framework conceptualizes attitudes as consisting of three main factors: affect,
behavior, and cognition (Eagly & Chaiken, 1998; Rosenberg & Hovland, 1966). In essence, an
attitude is the manifestation of how one feels, thinks, and acts towards an attitudinal object.
Therefore, an attitude is often expressed through behavior that represents an individual's stance
toward an object whether it be favorably or unfavorably (Rokeach, 1968). In this model, the
components serve to represent values and beliefs through action and generally are consistent
across all components. For instance, Farley & Stasson (2003) examined the impact of a cognitive
versus affective focus on intentions to donate blood, with the results demonstrating that there
was a significant interaction among all three components. Although the affective component
appeared to be more strongly associated with blood donation behavior, all components were
significantly related suggesting strong convergent validity. When one experiences discrepancies
between these components, cognitive dissonance occurs and oftentimes results in changing a
component to reduce incongruency (Katz, 1960; Rokeach, 1968).
The value-attitude-hierarchy is similar to the ABC framework, but it differs in the
complexity of the relationship between the three components and takes a slightly more broad
approach to attitudes in that there exists a value before an attitude (Homer & Kahle, 1988). The
value component is considered the basis of the attitude and is derived from information through
the individual’s environment to assess the type of values that are pro-social and adaptive.
Therefore, social norms and environmental information play a big role in the formation of these
values, which then impact attitudes and subsequent behavior (Homer & Kahle, 1988).
Additionally, research examining environmentally friendly behaviors such as recycling indicates
6

that social structures such as laws, incentive structures, and social norms influence values and
thus impact engagement in behaviors aligned with those values (Cameron, 2002; Stern, 2000).
Therefore, in addition to the information from an individual’s personal environment, this
hierarchy highlights the impact of larger social structures (e.g., cultural norms, laws), which
affect values and, therefore, attitudes and behaviors.
Finally, the theory of planned behavior is a framework through which cognitions and
behaviors are related. This theory postulates that the determinant factor of a behavior is the
intention to engage in that behavior, and the intention is shaped by subjective norms, individual
attitudes, and perceived behavior control or the extent to which an individual feels capable to
engage in that behavior (Ajzen, 1991). Moderators of this attitude-behavior connection include
direct experience, accessibility of cognitions, personal relevancy, the strength of cognition, and
temporal stability (Ajzen, 1991; Cooke & Sheeran, 2004). For instance, Millar and Millar (1996)
conducted a two-part study that demonstrated that direct experience with an attitude object
produced more accessible attitudes than indirect experience. Furthermore, in a meta-analysis by
Glasman and Albarracín (2006), results indicate that attitude-behavior connection was strongest
when attitudes were held with confidence and cognitively accessible, and this was strengthened
when thinking about the attitude and behaviorally relevant information. Essentially, the more
interaction an individual has with an attitude or attitude object, the more easily accessed this
information is and therefore there is a stronger attitude-behavior link.
In sum, attitudes are the manifestation of values, beliefs, and thoughts, which are
expressed through action and influenced by experiences, exposure, relevance, and social norms.
Therefore, understanding the connection between attitudes about suicide and suicidal behaviors
may be a pathway to understanding the development of these behaviors. Furthermore,
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understanding a person’s level of acceptance or rejection related to suicide may elucidate
potential risk/protective factors related to suicidal behavior.
Suicide Attitudes
In the context of social psychology, the more a cognition is relevant, experienced, and
accessible, the more likely an individual has an attitude about the object, and thus, the stronger
the attitude-behavior connection (Ajzen, 1991). Considering this impact of attitudes on behavior,
there is support for a connection between an individual’s evaluation of suicide and their
subsequent behavior related to suicide. Broadly, these attitudes have been assessed by measures
of acceptability of suicide, with results demonstrating a link between suicide acceptability and
increased engagement in suicide planning (Joe et al., 2007), suicidal ideation (Gibb et al., 2006),
and attempts (Anglin et al., 2005; Salander Renberg & Jacobsson, 2003). Additionally, research
has also demonstrated that rates of suicide acceptability vary based on contextual and
demographic factors, cultural values, and exposure to suicide (Boyd & Chung, 2012). The
measures used to assess suicide acceptability, however, may not all be assessing the same
construct, as highlighted in a recent systematic review (Ghasemi et al., 2015). Therefore, a more
detailed description of these measures and the associated research findings is needed.
Suicide Attitudes and Acceptability
Measures of Suicide Acceptability
General Social Survey Items
In the current literature, suicide acceptability is often measured using items from the
General Social Survey (GSS), which is an independent national data collection research program
8

aimed to better understand the trends, values, and attitudes in the United States through the
National Opinions Research Center (NORC at the University at Chicago, 1972-2020) and is
publicly available on their website (https://gss.norc.org/). The GSS assesses suicide acceptability
using 4-items, which ask, “Do you think a person has the right to end his or her own life if this
person…” 1) has an incurable disease; 2) has gone bankrupt; 3) has dishonored his or her family,
and 4) is tired of living and is ready to die. The response options to these questions are: yes, no,
don’t know, and refuse to answer (Blosnich & Bossarte, 2013; NORC at the University at
Chicago, 2010). These four items have been used to assess suicide acceptability in a multitude of
populations, including adolescents (Kleiman, 2015), Veterans (Blosnich & Bossarte, 2013),
African-Americans (Stack, 1998b), and Mexican American youth (Domino, 1980).
Generally, the findings using the GSS indicate a positive correlation between suicide
acceptability and increased suicide risk. In an adolescent and young adult population, suicide
acceptability rates partially mediated the effect of exposure to suicide on suicidal ideation and
suicide planning (Kleiman, 2015). In a study examining GSS results from 1978 to 2002, suicide
decedents endorsed greater suicide acceptance, especially during an adverse life event after
covarying age and gender (Feigelman et al., 2014). In another study, when comparing a Veteran
and Non-veteran sample, suicide acceptability was not found to differ significantly; however, as
education increased, the rates of suicide acceptability increased across all participants (Blosnich
& Bossarte, 2013). Additionally, religious attendance appeared to be negatively related to suicide
acceptability. These findings are similar to those by Stack (1998b) in which religious attendance
was found to be inversely related to suicide acceptance among both African American men and
women. In the same study when separating the analyses by self-identified gender (male, female,
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not applicable), the strongest correlate of suicide acceptability for African American women was
education while for African American men it was being a resident in the western United States.
The GSS 4-item measure has contributed to the understanding of suicide acceptability as
it relates to four specific situations but fails to give a broader perspective regarding overall
acceptability, given the impact of sex, education, race, and religion on suicide acceptability
(Blosnich & Bossarte, 2013; Stack, 1998b). In essence, it is useful but limited in the ability to
measure a general rate of suicide acceptability.
Attitudes Towards Suicide
The Attitudes Towards Suicide (ATTS) questionnaire is another self-report measure of
suicide acceptability. The ATTS was originally developed by Salander Renberg & Jacobsson
(2003) to assess the multidimensional aspects of suicide attitudes (i.e., myths, acceptability,
prevention) and suicide behavior in large-scale surveys. In a two-wave study in Sweden in 1986
and 1996, results indicated that individuals with a history of suicidal thoughts or behaviors held
more permissive and understanding attitudes towards suicide (Salander Renberg & Jacobsson,
2003). In another study among regional politicians across five European countries, findings
demonstrated that countries with higher suicide rates were positively related to more permissive
attitudes related to suicide amongst their politicians (Skruibis et al., 2010). Although, not on the
individual level, this study indicates a possible connection between the broader cultural norms
that regional politicians may represent and how this is related to suicide acceptability and
therefore suicide behavior.
Overall, these studies highlight the multidimensionality of this measure, such that it
assesses myths, expressing thoughts related to suicide, and exposure to suicide-related thoughts
and behaviors. This multidimensionality, although qualitatively useful, is problematic
10

statistically given the multitude of elements it is capturing. A recent study by Stecz (2019)
examined the psychometric properties and the factor structure of the ATTS, demonstrating some
of its statistical limitations. For example, the study attempted to validate the original 10-factor
model by Salander Renberg and Jacobsson (2003) but was unable to replicate the findings.
Rather, a 5-factor model was produced and provided the best fit for the data. Additionally, there
is relatively low internal consistency in the original validation (.51-.60; Salander Renberg and
Jacobsson). Stecz (2019) similarly found issues with internal consistency. This study overall
highlighted a need for revisions to the measure due to a lack of internal consistency and different
factor structures across studies (Stecz, 2019). Overall, although this measure captures a wide
range of information regarding acceptability, there are limitations to utilizing the specific
domains within the measure.
Suicide Opinion Questionnaire (SOQ)
The SOQ is a 100-item measure that was created by George Domino and colleagues
(1980; 1982) to identify attitudes and opinions regarding suicide. The SOQ consists of 15
dimensions of suicide opinions such as aging, motivation, impulsivity, and sensation-seeking
(Domino et al., 1982). This questionnaire has been widely used to examine cross-cultural
differences in suicide acceptability (Domino, 1981; Domino & Takashi, 1991; Saito et al., 2013).
For example, Domino and Takashi (1991) found that in a sample comparing American and
Japanese medical students, Japanese students demonstrated higher acceptance of suicide,
specifically on the “right to die” and “normality” dimensions. Similarly, in a different sample
comparing Japanese and American college students, Saito and colleagues (2013) found that
suicide acceptability rates were higher for Japanese students and acceptability was positively
11

related to “suicide proneness” (i.e., likelihood to engage in suicidal behaviors) for both
populations.
The SOQ has also been used to examine differences in suicide attitudes among those who
have attempted suicide, contemplated suicide, and those that have never attempted suicide in
undergraduate and inpatient samples (Galynker, et al., 2015; Limbacher & Domino, 1986).
Limbacher and Domino (1986) found that individuals that endorsed higher acceptability of
suicide also endorsed more suicidal ideation and were more likely to have a history of a suicide
attempt. Similarly, Galynker and colleagues (2015) found that individuals that attempted suicide
endorsed greater acceptance and less moral condemnation of suicide. These findings further
highlight the link between higher rates of suicide acceptability and suicidal thoughts and
behaviors.
Like the ATTS, this measure covers a wide range of topics related to suicide attitudes and
opinions. It has also demonstrated good reliability (Domino, 1996; Domino et al., 1982).
However, given the numbers of items (100) in the measure, the feasibility of completing this
survey in a brief, timely manner is low. Additionally, the multiple factors measured by the SOQ
are unnecessary for the current study.
Other Measures
In addition to these three main measures of suicide acceptability, there have been a few
other potential items used. First, the World Values Survey uses a 1-item measure of suicide
acceptability asking individuals to rate on a scale of 1-never justifiable to 10- justifiable, “Please
tell me whether or not you think that suicide can always be justified, never be justified, or
somewhere in between.” (Inglehart et al., 2014). This one item has been used in multiple studies
examining cross-cultural factors impacting attitudes on suicide. When looking at religion, Boyd
12

and Chung (2012) found that in a study consisting of 43 countries, individuals reporting higher
religious importance showed less acceptance of suicide. Similarly, Stack and Kposowa (2011)
found that in a sample of 56 countries, individuals that endorsed more religious commitment and
engagement with a religious network were less accepting of suicide. Additionally, Stack (1998a)
found that individuals across 15 countries who endorse greater religiosity also endorsed lower
suicide acceptability. Additionally, Stack (1998a) also demonstrated that married participants
endorsed lower rates of suicide acceptability and that this relation was more robust for men.
Second, research has examined suicide acceptability using various vignettes to better
understand contextual factors such as disability status, age, and gender (Lund et al., 2016;
Stillion et al., 1989; Stiluon et al., 1984). Specifically, Lund and colleagues (2016) demonstrated
that individuals were more likely to endorse suicide as acceptable when presented with vignettes
that included an individual that was disabled, regardless of their disability status. Studies have
also used vignettes with the Suicide Attitude Vignette Experience (SAVE), a measure with
hypothetical experiences designed to assess empathy and agreeability with the main character’s
decision to attempt suicide (Stiluon et al., 1984). Stiluon and colleagues (1984) examined
adolescent attitudes towards suicide and found positive correlations between agreeability,
empathy, and self-report depression scores. Additionally, females demonstrated higher rates of
agreeability and empathy with female characters than males for both male and female character
vignettes. Another study expanded on the previous findings and explored the impact of age and
gender on empathy and acceptability of suicide (Stillion et al.,1989). Results demonstrated that
female participants had more empathy and acceptance for female vignettes. Also, both male and
female participants endorsed higher acceptance of suicide for older females than any other
vignette (young female, old male, and young male; Stillion et al., 1989).
13

Each measure of suicide, including the GSS, ATTS, SOQ, and vignettes demonstrates the
varying dimensions that can be measured from the broader perspective of suicide attitudes. Each
of the discussed measures has its advantages and disadvantages depending on the research
question. Taken together, the findings from each measure indicate some commonalities across
these dimensions.
Common Findings Across Measures
History of Suicidal Thoughts and Behaviors
There have been several studies using these measures that have investigated suicidal
thoughts and behaviors. First, using the GSS items as a measure of acceptability, Joe and
colleagues (2007) sampled a group of adolescents and young adults (aged 14-22) to determine if
suicide acceptability was related to suicide planning. Results indicated that there was a
significant positive relation between suicide acceptability and suicide planning. Findings also
demonstrated that males were more accepting of suicide than females and that participants living
in urban environments were more accepting of suicide compared to individuals living in
suburban or rural areas. Similarly, Feigelman and colleagues (2014) analyzed GSS data and
included suicide decedents in determining possible predictors of death by suicide. Results
indicated that suicide acceptability was a significant predictor of death by suicide even after
controlling sex and age.
Second, the ATTS has demonstrated a reliable link between individual suicidal behavior
and more permissive attitudes towards suicide in a two-wave study of adults with collection from
1986 and 1996 (Salander Renberg & Jacobsson, 2003). The ATTS has also found that a history
of suicidal thoughts and behaviors is linked to higher acceptability of suicide in a sample of
14

adolescents. More specifically, in this sample, students’ permissive attitudes towards suicide
showed a significant positive correlation with reports of suicidal ideation, plans, suicide attempt,
and a higher self-reported probability of suicide in the future (Arnautovska & Grad, 2010).
Last, the SOQ has similarly found evidence that links permissive attitudes towards
suicide and suicidal ideation, above and beyond hopelessness and depressive symptoms in a
sample of college students (Gibb et al., 2006). In an inpatient sample, rates of suicide
acceptability differentiated individuals with a history of attempt as well as individuals that later
attempted post-discharge. Not only did these individuals show higher rates of suicide
acceptability, but they also demonstrated lower rates of moral condemnation of suicide
(Galynker et al., 2015).
Overall, these findings from the GSS, ATTS, and SOQ indicate that even though each
measure varies in the way suicide acceptability is measured, there is a clear link between suicide
acceptability and suicidal thoughts and behaviors across different populations. Better
understanding this link between suicidal acceptability and behavior will be vital in better
understanding and predicting suicide behaviors. Moreover, the current study intends to
understand suicide acceptability as it relates to both broad and specific attitudes related to
suicidal behavior. Given this perspective, the ATTS captures a range of dimensions while also
still being feasible as a relatively brief but comprehensive self-report measure. Further, The SOQ
and GSS questions are not suitable for online data collection as the SOQ is a lengthy measure
whereas the GSS is brief and lacks the complexity desired for this study.
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Study 1 and 2
The pathway through which attitudes and behaviors are connected have been examined in
different ways, but it is clear that attitudes are often aligned with an individual’s behavior and
values (Ajzen, 1991; Ajzen & Fishbein, 2005; Homer & Kahle, 1988; Rokeach, 1968). The
methods used to measure suicide attitudes and acceptability have varied, but results across
studies demonstrate a link between higher suicide acceptability and suicidal thoughts and
behaviors (Feigelman et al., 2014; Gibb et al., 2006; Joe et al., 2007). Due to the varied methods
and limitations of each measure, there is currently not a consensus regarding a highly valid and
reliable measure (Ghasemi et al., 2015; Kodaka et al., 2010). This demonstrates a need for a
concise measure that assesses acceptability using both direct questions and across contexts.
Additionally, there is no other literature that combines suicide acceptability with other variables
known to increase suicide risk, such as Veteran status (VA National Suicide Data Report,
September 2018), suicide exposure (Cerel et al., 2016), and personal history of suicidal thoughts
and behaviors (Harriss et al., 2005; Nock & Kessler, 2006).
This study aimed to fill these gaps by exploring the relation between Veteran status and
suicide acceptability using a more comprehensive measure, the ATTS. Furthermore, the study
aims to understand the role of Veteran status as it relates to suicide acceptability while taking
into account exposure to suicide and personal experience with suicidal ideation and attempts. At
this point, the literature is very limited in examining suicide acceptability with Veterans. As a
whole, the current study presents one of the first studies examining suicide acceptability from a
more comprehensive perspective and includes other important variables including suicide
behavior exposure and personal suicide risk. Understanding the nature of the relation between
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attitudes and behaviors will help inform theory to develop prevention strategies in both general
and Veteran populations.
As an additional component to this research, Study 1 tested a 5-item screener
questionnaire as a pathway to ensuring that self-reported Veteran status was not misrepresented.
Online data collection has increased substantially over the past 10 years and research suggests
that there are multiple strategies to decrease misrepresentation including demonstrating insider
knowledge (Kramer et al., 2014). Currently, there is not a validated measure designed to detect
whether or not there is misrepresentation among online samples of Veterans, therefore this first
study will pilot the use of the Veteran Verification Questionnaire as a screening of self-reported
Veteran status and demonstration of insider knowledge. Similar items have been used previously
in an unpublished thesis by Lynn (2014) as a means to screen Veteran participants; however, this
study attempts to build on this previous study by differentiating Veterans from Non-Veterans.
This pilot will also obtain cut-off scores to move towards validating the items as a full measure.
Study 1:
Purpose: Explore the use of the Veteran Verification Questionnaire as a validation measure of
Veteran status and pilot the use of sum scores to differentiate Veterans and non-Veterans.
Specifically, different cut-off scores will be tested to determine the best score to differentiate
between Veterans and non-Veterans.
Study 2:
H1. Veterans and Non-Veterans will significantly differ on total acceptability scores, such that
Veterans will score higher on acceptability.
H2. Veteran status will significantly predict acceptability scores after accounting for age, sex,
suicide risk, and exposure to suicide.
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CHAPTER II
STUDY 1: VETERAN VERIFICATION QUESTIONNAIRE PILOT
Method: Study 1
Setting and Sample
Study 1 explored the use of the Veteran Verification Questionnaire with a convenience
sample of undergraduate students at a southeastern university. A total sample of 171 participants
was analyzed, 96 were non-Veteran students and 75 were Veteran students. The sample
consisted of 52% female, 47% males, and was predominantly White/Caucasian (80%) and
Black/African American (11%). Below Table A1 describes the sample demographics in more
detail.
Measures
Veteran Verification Questionnaire
This is a 5-item questionnaire that asks both general and branch-specific questions related
to an individual’s military experience to demonstrate military knowledge (Appendix B). The
questionnaire is designed to include insider information that only individuals who have served in
the military are able to answer correctly (Lynn, 2014). The measure is a replication of the
screening questions used in a study by Lynn (2014), which was used to verify Veteran status as a
way to screen participants for research. The screener used by Lynn (2014) and the VVQ contain
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the same questions and ask participants to rank images of Officer insignias that denote the same
levels of seniority across the military in ascending order from most junior to senior. Participants
are also asked for two specific acronyms of terms that should be familiar to most Veterans and
are the same across branches. The questionnaire also asks branch-specific questions including
the state where the military academy is located and another insignia ranking task of Enlisted
ranks for the individual’s respective branch. The VVQ used different images for Enlisted ranks
but maintained highly similar wording of questions to maintain the same purpose as Lynn
(2014). The study by Lynn (2014) did not elaborate on scoring methods nor does it appear that a
sum score was used, therefore the scoring method and use of sum scores appears to be unique to
this study. Additionally, Lynn (2014) did not disseminate the full screener to non-Veterans
whereas this study had both groups complete the questionnaire in entirety. Lynn (2014) piloted
these questions as a pre-screener for a study with Veterans, but the purpose of the study was not
related to validating the screening items. The purpose of the questionnaire in this study is to
create a reliable and validated screening measure for researchers to use as a means to increase the
validity of online samples of Veterans.
Modifications were made for the non-Veteran pool of participants so that they were asked
about their familiarity with military insignias and if an immediate family member is active or
retired military and were a part of the original Lynn (2014) screener. Branch-specific rankings
were also randomized across non-Veterans; therefore, each participant completed the same
number of questions. Additionally, the Lynn (2014) study used these items as a screener and did
not use the items summarily as a means to differentiate Veterans from non-Veterans. It is also
unclear if there was a specific score that was required to demonstrate Veteran status. The VVQ
builds off of the work done by Lynn (2014) to move towards a more comprehensive and valid
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measure. In this study, the VVQ demonstrated poor to questionable reliability (α = .67);
however, this is expected given that the items vary and may not measuring the same construct.
Demographics
All participants were asked for basic demographic information, including age, sex,
gender, geographic location, and socioeconomic status. Veterans received supplemental
questions regarding their branch and length of service on the Veteran Verification Questionnaire
portion (Appendix F).
Procedure
Two samples of student participants were recruited for Study 1 including non-Veterans
from undergraduate psychology classes who received class credit for completing the survey. The
Veteran student sample was recruited via the Center for America’s Veterans using an email
listserv of all Veterans currently enrolled at the university. The two groups completed both the
VVQ and demographics with an average completion time of 7 minutes. All data collected for
Study 1 was completed using Qualtrics and SONA Systems for students to receive credit.
Additionally, to test the ability of non-Veteran students to complete the questionnaire, they all
received the same general questions from the VVQ, and the branch-specific items were
randomized so that each branch was represented by 18-20 Non-veteran participants.
Approximately 102 non-Veteran students and 92 Veteran students completed the survey
during a three-week data collection period. Before scoring and analysis, there was an initial
cleaning of the data that removed any participants that began the survey or consented but did not
complete the full survey resulting in a non-Veteran n = 96 (-6) and Veteran n = 75 (-17). The two
samples were combined and then scored on each item including the general ranking tasks (5
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insignias), two acronyms (2), and branch-specific ranking task (4 insignias), and academy
location (1) with a possible total of 12 correct items. On the ranking tasks, participants were
given points for each insignia ranked in the correct location from most junior to senior (1-4 or 15). A new variable was computed by adding the correct item scores for each participant as a total
score on the VVQ with a possible range of 0-12 points or correct items.
Study 1 Results
Prior to conducting the chi-square test of independence, a Levene’s test for equality of
variances demonstrated significance (p < .01) suggesting that the variance is not equal across the
sample; however, the chi-square test of independence can still be utilized. Additionally, a
variable was created as a cut-off for the VVQ using quartiles with 25th percentile averaging 4
items correct, 50th percentile, 7 items correct, and 75th percentile 11 items correct. Further, by
selecting greater than or equal to 7 items correct on the score variable, approximately 78% were
Veterans and 22% were students. Testing another cut-off range, 8 items correct as a cut-off
yielded results showing that 89% of these individuals were Veterans and 11% were students. The
cut-off score of 8 increases sensitivity and specificity when identifying Veterans and nonVeterans. Scores equal to or greater than 8 items correct were considered to be "likely Veterans"
and equal to or less than 7 were "unlikely to be Veterans." Although, for the purpose of this
study we can be assured that the individuals identifying as Veterans are in fact Veterans as a
result of the direct recruitment through the campus Veteran center.
The data was analyzed using a chi-square test of independence to determine if the
Veteran Verification Questionnaire is able to differentiate Veterans from non-Veterans using
total scores on this measure with a cut-off of 8 correct items. This statistic is useful as it will
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allow for information regarding group differences and is non-parametric (McHugh, 2013). Using
G*Power, this analysis required 100 in each group with 200 participants total; however, the
actual groups were very close (n = 96 students; 75 Veterans).
The results demonstrated that the Veteran Verification Questionnaire significantly
differentiated between Veterans and non-veteran student participants, X2 (1, N = 160), 119.0, p <
.001. The effect size for this finding using Cramer's V was large .86 (Cohen, 1988). In the "likely
Veteran" group, 89% were actually Veterans and only 11% were students. Out of the “Unlikely
to be Veteran” group, 97% of those individuals were non-Veteran and 3% were Veterans. Given
these results, a cut-off score of 8 correct items indicates that it can significantly differentiate
between Veteran and non-Veteran groups in this sample.
Study 1 Discussion
The Veteran Verification Questionnaire is a short 5-item survey meant to increase
the validity of online research samples of Veterans. With the increase in suicide trends,
especially within the Veteran population, there is increased demand to conduct research with
these individuals. Further, given recent events related to the COVID-19 pandemic, there is an
even greater need for online data collection and research that pays for participation. With this in
mind, there is increased financial incentive to misrepresent Veteran status, thus creating a need
for a screening tool. This survey took approximately 7 minutes but also included a demographic
questionnaire that took an estimated 2-3 minutes, thus estimating that this screener takes 4-5
minutes. The results demonstrate that individuals correctly answering at least 8 items on this
survey were composed of 89% Veterans and only 11% student indicating that it is effective at
screening individuals who may be misrepresenting themselves. Further, those that scored 7 or
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lower were 97% non-veteran students. This demonstrates the benefit of utilizing a short
screening questionnaire with an online sample to increase the likelihood that the individual selfreporting Veteran status is much more likely to be a Veteran.
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CHAPTER III
STUDY 2: EXPLORING SUICIDE ACCEPTABILITY
Method: Study 2
Participants
The study used CloudResearch, which is a research platform utilizing Amazon
Mechanical Turk (MTurk) to collect a cross-sectional convenience sample of both Veteran and
non-Veteran participants. Based on a review by Chandler and Shapiro (2016), MTurk is
considered a feasible and efficient platform through which to collect data using a community and
Veteran sample. The study collected a total sample of 430 individuals with the aim of collecting
data from 215 participants within each group, this sample size was determined based on funding
and power analyses.
Measures
Veteran Verification Questionnaire
The Veteran sample utilized the Veteran Verification Questionnaire as a pre-screener
(Appendix B). The extent to which this pre-screener effectively screens out non-Veterans was
determined in Study 1 and utilized a cut-off score of 8 out of 12. This questionnaire
demonstrated poor internal consistency in the sample (α = .63).
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Exposure to Suicide
The Suicide Behavior Exposure Scale (SBX; Appendix C) is a 16-item self-report
measure that assesses three dimensions of exposure to suicide including exposure to suicidal
communication, direct and indirect exposure to suicide death, and attempts (Wolford-Clevenger
et al., 2019). The scores range from 0 to 64 with higher scores indicating more exposure to
suicidal behavior. In a preliminary validation study using two undergraduate samples, the
internal consistency of each factor ranges from poor to good (exposure to suicidal
communication: α = .79, direct exposure to suicide attempts/deaths: α = .89, and indirect
exposure to suicide attempts/deaths: α = .64) and good convergent validity (Wolford-Clevenger
et al., 2019). Using the current sample, this questionnaire demonstrated good internal consistency
(α = .82).
Suicide Behaviors Questionnaire-Revised (SBQ-R)
The Suicide Behaviors Questionnaire-Revised is a validated 4-item questionnaire that
measures suicide risk based on past suicidal behavior and ideation (Appendix D; Linehan &
Nielsen, 1981; Osman et al., 2001). This measure specifically asked about past attempts,
frequency of suicidal ideation, disclosure of suicidal thoughts or behaviors, and the participant's
estimate of the likelihood that they will attempt again. According to Osman et al. (2001), using
the sum score with a cut-off of ≥ 7 indicating suicide risk demonstrated excellent sensitivity and
specificity (.93, .95). Using the current sample, this questionnaire demonstrated good internal
consistency (α = .80).
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Attitudes Towards Suicide Questionnaire (ATTS)
The ATTS is a 61-item self-report measure that encompasses thoughts and opinions
surrounding suicide in addition to specific questions related to exposure to suicide (Appendix E).
For the purpose of this study, total acceptability scores were calculated using the 36 items on the
ATTS measuring attitudes of suicide on a 1-5 Likert scale with higher scores indicating more
permissive attitudes towards suicide (minimum score: 36 maximum score: 180; Salander
Renberg & Jacobsson, 2003). Internal consistency of factor items ranges in previous research
ranged from .50-.61, indicating relatively poor fit due to the multidimensionality of the measure
(Stecz, 2019); however, in this study, the internal consistency was good (α = .86).
Demographics
All participants were asked for basic demographic information, including age, sex,
gender, geographic location, and socioeconomic status. Veterans will receive supplemental
questions regarding their service within the Veteran Verification Questionnaire (Appendix F).
Attentional Gauges
The survey also included two attentional gauge questions to ensure that all participants
are responding validly to the data. The questions included “What color is an orange?” and
“Answer strongly agree to this question.” These attentional gauges are one strategy used to
increase data validity and possible misrepresentation in online data samples (Goodman et al.,
2013; Kramer et al., 2014). Individuals must have responded incorrectly to both of these
attentional gauges to be eliminated from data analysis. In this sample, no participants failed both
attentional gauges. The survey also included a captcha feature to reduce participation by bots or
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other computer generated responding. Those that failed the captcha were not allowed to proceed
to the survey.
Procedure
The study utilized online data collection using Amazon Mechanical Turk (MTurk)
through the CloudResearch, formerly TurkPrime, platform to collect a cross-sectional
convenience of both Veterans and non-Veterans. MTurk is a crowdsourcing online data
collection tool that relies on “workers” that complete Human Intelligence Tasks (HIT) for
monetary compensation based on the level of work and time involved in the task. According to
Buhrmester et al., (2011), research conducted using MTurk results in data that are as reliable as
those obtained via traditional data collection, and participants are slightly more demographically
diverse due to the large participant pool available. Additionally, based on a review by Chandler
and Shapiro (2016), MTurk is considered a feasible and efficient platform through which to
collect data for both a community and a Veteran sample. However, given the monetary incentive
to reporting Veteran status due to eligibility criteria, the HIT sent out to collect data from
Veterans used the Veteran Verification Questionnaire as a means to increase validity. This was
used previously as a screening tool on MTurk to collect data with Veterans (Lynn, 2014) and
replicated successfully by differentiating Veterans from non-Veterans in Study 1 using a cut-off
score of 8.
Current research suggests that the validity of self-report responses is generally unaffected
by pay rates as it takes similar effort to report a true opinion as a created one, thus pay for
workers is generally an ethical consideration versus a data quality issue (Buhrmester et al., 2011;
Mason & Watts, 2009). This study took an average of 21-28 minutes for both Veterans and Non27

Veterans with 30 minutes considered a long survey (Buhrmester et al., 2011). Thus,
compensation reflected this time investment to ensure efficient and ethical data collection.
Further, based on a document collectively written by MTurk workers, this study aimed to pay
workers a fair wage based on U.S. minimum wages at approximately $0.12/minute (as cited in
Chandler & Shapiro, 2016; Fair Payment, 2016; U.S. Department of Labor). The survey was
estimated to take between 25-30 minutes; therefore, the HIT was pre-set to compensate all
workers who completed the survey $3.50 for their participation.
All participants were MTurk workers with an approval rating of at least 95% who had
completed at least 100 other HITs, which decreased the likelihood of automatized computer
programs completing the surveys. Additionally, only participants that were 18 years or older and
located in the United States were allowed to participate. The HIT for non-Veterans was open to
all workers that met the initial criteria and the Veteran hit was only available to workers who had
previously reported Veteran status on their profile, a pro-feature on CloudResearch that was
available for a fee.
All workers received the HIT when they chose to participate based on a brief summary of
the task and compensation. Once participants accepted the HIT through CloudResearch the
workers were directed to complete the survey in Qualtrics. The survey for Veterans included the
Veteran Verification Questionnaire, and all participants completed the Suicide Behavior
Questionnaire-Revised, Suicide Behavior Exposure Scale, Attitudes Towards Suicide, and
demographic questions. Although research indicates that asking about suicide does not induce
suicidal ideation or behaviors, the researchers wanted to ensure all participants have access to the
hotline, if necessary (Dazzi et al., 2014). Therefore, this was provided at the end of the survey.
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To increase the likelihood that the sample sizes would be relatively even, participant
numbers were monitored with a goal of 215 participants per group based on power estimates and
funding. The non-Veteran data collection sample took a total of three days to complete and reach
215 participants. After ten days the Veteran group included 183 participants and there was no
activity on the survey for the last 48 hours indicating that there may not be many additional
participants. Due to deadline constraints and a decision to not alter the worker eligibility
requirements (e.g., at least 100 HITs, 95% approval), the survey was closed at this time ending
with a total sample of 398 participants.
To determine if Veterans and Non-Veterans differed significantly in total mean scores on
suicide acceptability, the data was analyzed using an analysis of covariance with age and sex as
the covariates. To detect a medium effect size ad-hoc using G*Power (Cohen’s d = .5), an
overall sample size of 400 participants was required (Faul et al., 2007). To determine the unique
variance of multiple predictors and suicide acceptability, hierarchical linear regression was used
and included age, sex, suicide risk, suicide exposure, and finally, Veteran status. Accordingly,
this analysis required a total sample of 129 participants to detect a medium effect (f 2 = 0.15).
Study 2 Results
A total sample of 398 participants were collected (Veterans n = 183; Non-veterans n =
215). By examining missing and incomplete data, 26 Veteran participants were eliminated from
the analysis (i.e., completed less than 50% of the survey) and three participants were eliminated
due to inconsistent responding patterns (e.g., no variation in answers). Two participants were
removed from the non-Veteran sample due to missing or incomplete data. The final sample
consisted of n = 154 Veterans and n = 183 non-Veterans. Over half the sample (67%) were
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between the ages of 25-44 years old, male (68%), and Caucasian/White (71%) additional
demographics can be seen in Table A2.
The SBQ-R was also examined to better understand the risk level of the current sample.
Approximately 74 out of 154 Veterans (48%) and 108 out of 212 (51%) of non-Veterans scored
a 7 or higher on the SBQ-R. These results demonstrate that approximately half of the current
sample would be considered at clinically significant risk for a future suicide attempt. Lastly, the
results of the VVQ were examined to determine the likelihood that the individuals self-reporting
Veteran status are actually Veterans. Based on the cut-off score from Study 1, using 8 correct
items, 88% of the Veteran sample scored an 8 or higher on the VVQ. This indicates that the
majority of the sample participants are very likely Veterans. Those that scored a 7 or lower (n =
19) were eliminated from the following analyses resulting in a total sample of 135 Veterans. Of
note, all analyses were reran with the 19 participants retained within the veteran sample and the
results remained the same regarding interpretation of findings.
H1: Suicide Acceptability Sum Scores by Veteran Status
To determine if Veterans and Non-Veterans differed significantly in total mean scores on
suicide acceptability, the data was analyzed using an analysis of covariance with age and sex as
the covariates. To detect a medium effect size using G*Power (Cohen’s d = .5), an overall
sample size of 400 participants was required (Faul et al., 2007). Upon conducting a posthoc
power analysis using G*Power, the total sample of 342 was sufficiently powered for the analysis.
There was a significant effect of Veteran status on suicide acceptability after controlling for age
and sex, F(1, 338) = 30.47, p < .001. The partial eta-square indicates that this demonstrates a
medium effect size (.08; Cohen, 1988). Comparing the estimated marginal means we can see that
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Veterans scored an average of 107.93 (11.8) and non-Veterans scored an average of 96.40 (19.8)
(range 37-185) with Veterans scoring 11.5 points higher than non-Veterans. This demonstrates
that although Veteran status only accounts for approximately 4% of the variance in attitudes
towards suicide, the effect is still significant.
H2: Analysis of Veteran Status as a Predictor of Suicide Acceptability
Prior to the main analysis, an examination of assumptions and normality was completed.
One participant was removed after completing an analysis of standard residuals, which
determined that this one participant was an outlier. Next collinearity was examined, and the data
indicated that both VIF and tolerance ranges were acceptable (less than 10; greater than .1,
respectively; Senaviratna & Cooray, 2019). The model summary was also examined, and the
Durbin-Watson values (1.83) indicated that the residual terms are uncorrelated. Worth noting,
some of the variables, as seen in Table A3, are correlated but the multicollinearity indicators
suggest that this does not present a problem statistically. Lastly, the standardized residual
histogram demonstrated that the data were normally distributed as well as the Normal P-P plot
which showed data that closely following the graphed line. The scatterplot similarly showed that
the data met the assumptions of homoscedasticity and linearity (Field, 2013).
A four-step hierarchical multiple regression was conducted with suicide acceptability, as
measured by the ATTS as the dependent variable. Age and sex were entered in the first model of
the regression to account for these variables followed by suicide risk (SBQ-R), suicide exposure
(SBX), and lastly veteran status. Zero order correlations, means, and standard deviations between
the tested variables are reported in Table A3. The overall model in the hierarchical multiple
regression revealed that combined, age, sex, suicide risk, suicide behavior exposure, and veteran
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status explain a statistically significant amount of the variance in suicide acceptability (F(5, 320)
= 22.59, p < .001, R2 = .26, R2adjusted = .27 (Table A5). In step one, the combined contribution of
age and sex was significant (p < .05) and accounted for approximately 1% of the variance in
suicide acceptability (R2adjusted = .01), but only age was a significant individual contributor (p <
.05). In step two, when adding in suicide risk measured with the SBQ-R, this was significant (p <
.001) and accounted for an additional 10% of the variance (R2adjusted = .11), but age and sex were
not significant predictors. In step three, exposure to suicide behaviors was significant (p < .001)
and accounted for an additional 11% (R2adjusted = .21). Suicide risk was borderline significant (p =
.05) whereas age and sex remained insignificant in step three.. On the final step, Veteran status
was significant (p < .001) and accounted for 4% of additional variance (R2adjusted = .25), with the
entire model accounting for 25% of the variance in suicide acceptability scores. Veteran status,
suicide exposure (p < .001) and suicide risk (p < .05), as well as sex (p < .05) were significant
individual contributions, while age remained insignificant. Within models 2, 3, and 4, when
adding in the SBQ-R and SBX, these measures negatively predicted the ATTS, which is in the
opposite direction than expected. This demonstrates that, although each model was significant,
the variables that accounted for the most variance in suicide acceptability scores were suicide
risk and exposure to suicidal behavior. The change in significance in the contribution of age and
sex across models suggests that there could be shared variance occurring among the variables as
well as potential moderating interaction effects occurring.
Study 2 Discussion
This study demonstrated findings that contrast previous research exploring
attitudes towards suicide in a Veteran and non-Veteran sample that did not demonstrate a
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significant difference between these groups on suicide acceptability (Blosnich and Bossarte,
2013). Present findings suggest that Veterans endorsed higher rates of suicide acceptability than
non-Veterans. The regression analysis demonstrated that Veteran status was significant in
predicting suicide acceptability, though it only accounted for 4% of the variance. Suicide risk
and suicide behavior exposure accounted for a combined 21% of the total variance indicating the
importance of an individual's risk status and previous exposure to suicide behaviors. However,
the results are surprising in that suicide risk and exposure to suicide were negatively associated
with attitudes about suicide, such that individuals with increased exposure to suicide and higher
risk of suicide seems to have less permissive attitudes about suicide, as assessed by the ATTS.
These results do not align with previous research which has demonstrated that higher rates of
suicide acceptability in other populations are related to suicide planning (Joe et al., 2007),
suicidal ideation (Gibb et al., 2006), and suicide attempts (Anglin et al., 2005; Renberg &
Jacobsson, 2003). Overall, the results of this study demonstrate that Veterans and non-Veteran
differ significantly in their acceptability of suicide such that Veterans report higher levels of
acceptability; however, Veteran status only accounted for 4% of the variance in suicide
acceptability score after accounting for age, sex, suicide risk, and exposure to suicide. Further
research examining the role of suicide risk and suicide behavior exposure will be helpful in
better delineating a possible attitude-behavior connection, as the results of the current study need
to be considered within the context of the measurement tools utilized.
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CHAPTER IV
DISCUSSION
General Discussion
Study 1 established that the Veteran Verification Questionnaire can successfully
differentiate Veterans and non-Veterans using insider knowledge as recommended by Kramer
and colleagues (2014) and Lynn (2014) to increase the validity of an online sample. With an
increasing need for research with Veterans and clear evidence that online data collection is an
effective platform for research, especially amid in-person research concerns related to the
COVID-19 pandemic, there is an obvious need for such screening tools.
Study 2 contradicted previous research by Bossarte and Blosnich (2013) by
demonstrating a significant difference in suicide acceptability scores between Veterans and nonVeterans. This difference in findings may be the direct results of using different measures as
Bossarte and Blosnich (2013) used four items from the General Social Surveys to assess suicide
acceptability across four hypothetical situations (i.e., incurable illness, bankruptcy,
dishonor/shame on family, and tired of life/ready to die). The ATTS captures much more
information related to suicide acceptability and therefore may have included scenarios or
questions that more Veterans identified as acceptable. Moreover, Bossarte and Blosnich used
data from the 2010 General Social Survey whereas the current study collected all data in 2021.
During these eleven years, the rate of suicide amongst Veterans has continued to increase,
therefore it is possible that results may be reflecting a larger social shift due to the prevalence of
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suicide. Additional research examining this possible social shift would be helpful in understand
possible cultural contributions to suicide rates (Mueller et al., 2021). Further, more research
examining attitudes, both broadly and situationally may be useful in determining which domains
Veterans and non-Veterans may be similar or different.
Study 2 also determined that Veteran status accounted for 4% of the variance in
acceptability scores, and although it is statistically significant, it is smaller than expected given
Veterans endorsed more acceptable attitudes towards suicide than non-Veterans. Notably, this
may be due to the uniqueness of the current sample. Specifically, it is surprising that in the
current sample, Veterans were not scoring higher on the other measures such that Veterans were
not higher on measures of suicide risk or exposure to suicide, as has been found in previous
studies (e.g., Cerel et al., 2016; Kaplan et al., 2007; VA National Suicide Data Report,
September 2018). Therefore, the findings of the current study should be interpreted with cautious
given the potential uniqueness of the sample compared to previous studies.
One explanation for the main finding that Veteran status only predicted 4% of the
variance in suicide acceptability worth considering is that Veteran status may not be capturing
the diversity in the Veteran experience. Additional subgroups may help delineate this piece of
the model. For example, subgroups may be broken down by military branches, deployment,
combat experience, or cohorts (i.e., Vietnam, Desert Storm, OEF/OIF, etc.). These variables may
better represent the heterogeneity of the military experience and more accurately reflect attitudes
among specific groups within the military.
Additionally, suicide behavior exposure and personal suicide risk accounted for 21% of
the model variance, though in the opposite direction. This finding is unexpected given that in
other populations using the ATTS, research has demonstrated that individuals with a history of
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suicidal thoughts and behaviors endorsed higher rates of suicide acceptability than those without
a history (Salander Renberg & Jacobsson, 2003). This could be due to the uniqueness of the
sample given that regardless of veterans status, suicide risk and exposure to suicide was elevated.
Second, it is always worth considering that it may be due to the specific measurement tools used
within this study. A recent study by Stecz (2019) demonstrated statistical limitations of the
ATTS by examining the psychometric properties and the factor structure of the measure. This
study highlighted a need for revisions to the measure due to a lack of internal consistency and the
inability to replicate the factor structure in the original validation study (Stecz, 2019).
Additionally, there was relatively low internal consistency in the original validation (.51-.60;
Salander Renberg and Jacobsson) as well as the study by Stecz (2019). Although the current
study demonstrated good internal consistency (α = .86), these statistical limitations may help to
explain the findings in the present study and warrant a more thorough examination of the
psychometric properties of the measure.
Despite the odd findings, the relation between suicide risk and suicide behavior exposure
among Veterans is supported and in line with other research. For example, Hom and colleagues
(2017) examined a sample of active military and Veterans, finding those who endorsed knowing
a suicide decedent were at higher risk for endorsing severe current suicidal ideation and past
suicidal thoughts and behaviors. Previous research in addition to the current results highlight the
importance of Veteran status, suicide exposure, suicide risk, and suicide acceptability but more is
needed regarding the interaction of the variables given the odd findings of the current study. For
example, future research could focus on the mediating or moderating effects of these domains to
more clearly differentiate the individual variables. For example, in the current study, when
adding in Veteran status in the regression model, biological sex suddenly became a significant
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predictor of attitudes about suicide, despite not being a significant predictor in any step of the
model prior. It is unclear why this might be based on the findings from a regression model.
However, utilizing a more advanced statistical method such as SEM with a larger more diverse
sample could reveal some interesting interaction effects between these variables. Overall, a more
defined picture of which variables influence the others and in what capacity will expand future
research avenues and opportunities for intervention.
One final interpretation of the findings worth discussing, is that having permissive
attitudes about suicide may be protective against suicide. This may mean that individuals
elevated on such a measure have taken the time to think about reasons why someone might want
to die by suicide, and the reasons behind such a decision, whereas someone who has less
permissive attitudes, might be less inclined to think about suicide in the same way. This finding
could potentially be related to inclinations towards critical thinking and education. For example,
Blosnich and Bossarte (2013) found that as education increased, the rates of suicide acceptability
increased for both Veterans and non-Veterans. This could be conceptualized as demonstrating a
link between critical thinking or progressive attitudes and increased acceptance of suicide. There
is also research that suggests poorer mental health outcomes are positively correlated with lower
education (Cornaglia et al., 2015). Similarly, Kim et al., (2016) examined a national sample of
Koreans and found that both lower educational attainment, unemployment, and low income were
significantly associated with increased suicide risk. Taken together, if suicide acceptability is
positively related to educational attainment and lower education is positively associated suicide
risk, the function of education may be related to critical thinking skills or problem-solving, thus
allowing individuals to think about suicide in different ways. Alternatively, lower educational
attainment, unemployment and lower income may be more related to economic and healthcare
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disparities rather than a function of suicide acceptability. The role of education as it relates to
attitudes towards suicide may be worth further examining, given the unexpected findings of the
current study demonstrating suicide acceptability as a possible protective factor.
Overall, Study 2 demonstrated that Veteran status, suicide behavior exposure, and
personal suicide risk all provide unique contributions in predicting suicide acceptability scores,
though the findings were surprising given the direction of the results. Despite this, the findings
provide a foundation for future research that can better capture the unique experiences of
Veterans from varying military branches, explore trends within suicide acceptability, and
delineate relations among the variables.
Strengths and Limitations
Study 1 demonstrated the initial effectiveness of a screening measure of Veteran status.
Given the increasingly online nature of the world and additional incentives to complete research
remotely, there is potential to improve research in the future by increasing sample validity
through the reduction of misrepresentation of Veteran status in online samples. A strength of this
measure was that it was piloted in a sample of known Veterans and non-Veterans and then used
again in Study 2, however, supplementation research would be beneficial for validation. For
example, in Study 1, 8 items differentiated the most Veterans from non-Veterans whereas using
the same criteria in Study 2 included 88% of the self-reported Veterans. However, if the cut-off
was 7 items in Study 2, then it would have included 91% of the self-reported Veteran sample.
Although only a small difference, there is an opportunity to determine a reliable cut-off score
through future research with larger samples.
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The VVQ also demonstrated brevity and took approximately 2-3 minutes to complete by
almost all participants. Longer surveys mean more money for researchers and more time for
participants; thus a very brief and effective screening measure is very valuable. Conducting an
exploratory factor analysis would help determine the usefulness of the various questions in the
measure in differentiating Veterans from non-Veterans. This analysis would also help determine
the usefulness of the two ranking questions, as these are the only questions with images and
nearly impossible for individuals with vision impairment to complete. Future studies examining
the effectiveness of the various questions could not only make the questionnaire briefer but more
inclusive.
Study 2 is the second study in the literature currently that examines suicide acceptability
among Veterans and non-Veterans. It also provides the unique contribution of Veteran status,
suicide exposure, and suicide risk in suicide acceptability scores while controlling for age and
sex. Further, the overall sample in the study has good generalizability among Veterans and nonVeteran. Although promising and novel, Study 2 would benefit from more equal samples. The
unequal sample sizes present some possible issues and included fewer participants than
originally planned. The ANCOVA analysis revealed that Levene's test was significant, F(1, 340)
= 41.9, p < .001, indicating that it violated assumptions of homogeneity of variance. A larger
sample would be beneficial to verify if the results are representative and accurate. Although
posthoc analysis indicated that the analysis was sufficiently powered, the results should be
interpreted with some caution. A larger, more equal sample size would also provide an
opportunity to explore differences among military branches and demographic group differences
such as age and gender.

39

Importantly, while the overall model is significant, it is also important to discuss clinical
significance broadly in the context of suicide. The current study is one of the first to delve into
understanding attitudes about suicide within veterans and how that could potentially impact
suicide behavior downstream. This is important for understanding theories of suicide.
Specifically, the current study is informative for the potential cognitive and cultural components
of any theory of suicide risk and lays groundwork for future research within these areas with the
hopes of increasing our ability to account for more than the 25% of the variance in suicide
acceptability found in the current study. Further, the current study may be helpful in future
research that accounts for specific suicide related behaviors by adding in suicide attitudes into
models to account for additional variance in those models. However, assessing attitudes about
suicide is by no means a valid way to assess risk of suicide within a clinical setting, and one
would not want to utilize such a tool within a clinical setting.
Lastly, both a strength and limitation of this current study are that data collection took
place during the COVID-19 pandemic. Given the magnitude and life-altering impact of this
pandemic, it is important to note that this could have some influence on the current data. More
specifically, the data collection for Study 1 was initiated at the end of the semester of spring
2020 after the COVID-19 pandemic closed the university and all students were off-campus.
There is a possibility that the data quality and/or sample sizes were impacted by such events (i.e.,
students off-campus without WIFI). Study 2 poses less of a risk of being impacted by the
pandemic, given that standard procedure was unaltered due to the pandemic. Rather, there may
have been more diversity in sample sizes given the increase in remote work situations in the U.S.
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Implications and Future Directions
Study 2 added to a very small body of research examining the connection between
attitudes and behaviors among Veterans. The ATTS gives an overall indication of an individual's
endorsement of suicide acceptability but also provides clinical areas of investigation. Certain
items on the ATTS such as "There may be situations where the only reasonable resolution is
suicide," provide an opportunity for a clinician to ask about those specific situations. The current
findings indicate that Veterans endorsed more accepting attitudes towards suicide and there is an
opportunity for future research. Specifically, certain items, such as that above that may be
particularly relevant for individual Veterans and therefore may create an opportunity to be
discussed therapeutically and within the context of that individual’s life. There are also statistical
opportunities with exploratory analyses to determine if individual items on the ATTS are more
related to suicide risk than others.
There is also clearly a link between suicide risk, suicide behavior exposure, and suicide
acceptability among Veterans, though the findings indicate the relationships may not be in the
expected directions. Previous research has shown this link across these variables that are all
positive in nature (Anglin et al., 2005; Cerel et al., 2016; Gibb et al., 2006; Joe et al., 2007).
Notably, the only previous study to investigate attitudes with veterans used a different measure.
Therefore, the ATTS sum score could be measuring something different or too broad compared
to the GSS 4-item measure that was used in the previous study. Future research should focus on
creating a fuller, more delineated model using a path analysis with multiple measures of
attitudes, which could provide insight into these relations. A clearer understanding of these
variables will provide further opportunities for intervention and prevention by highlighting
where it would be most beneficial.
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Finally, future research focused on incorporating the current findings with the current
theories of suicide would be beneficial for understanding the link between attitudes and
behaviors. Studies could include additional instruments designed to test components of specific
theories. For instance, the interpersonal theory of suicide posits that an individual must have both
the desire to die and the ability to attempt to end their life in order to die by suicide (Joiner,
2005). Accordingly, desire consists of perceived burdensomeness and thwarted belongingness
with greater burdensomeness and thwarted belonging contributing to a greater desire to die (Van
Orden et al., 2010). Adding in a measure of suicide acceptability while testing thwarted
belongingness and perceived burdensomeness in suicide risk may expand our understanding of
the role of desire in the theory. In sum, future research exploring whether more permissive
attitudes relate to more direct suicide risk factors will increase our understanding of how
attitudes relate to suicide and the impact these attitudes may have. Specifically, it is important to
understand how attitudes may be impacting one’s risk and susceptibility to experiencing more
direct factors related to suicide such as thwarted belongingness and perceived burdensomeness,
thereby increasing desire to die by suicide and the potential to act on these desires.
Further, acquired capability in the interpersonal theory of suicide is the ability to enact
lethal self-harm through the habituation of pain and fear connected with self-harm and suicide. It
has been found to differentiate individuals that experience suicide ideation from those that go on
to make a suicide attempt (Van Orden et al., 2010), and painful, provocative experiences have
been found to significantly predict suicide capability scores (Van Orden et al., 2008). In the
context of the current findings, the addition of a measurement of suicide attitudes and suicide
behavior exposure may be beneficial in expanding the concept of acquired capability as it
pertains to habituation and exposure, and subsequent suicide risk.
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In conclusion, the current study lays the framework for future studies in understanding
how certain life experiences may shape our attitudes and downstream, our behaviors. It also
provides opportunities for future research to better delineate the role of individual attitudes in the
context of current theory. The small but significant contribution of Veteran status indicated an
increase in acceptability of suicide and demonstrated additional differences between Veterans
and non-Veterans. Thus, this particular population may best be served with additional outreach
related to discussions around an individual’s thoughts and attitudes related to suicide and the
experiences that may have shaped them.
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Table A1
Study 1: Sample Demographics by Veteran Status
Veteran
(n = 75)

Non-Veteran
(n = 96)

Total
(n = 171)

18-24
25-34
35-44
45-54
55-64
65-74
75-84

14 (19)
25 (33)
10 (13)
13 (17)
7 (9)
5 (7)
1 (1)

93 (97)
1 (1)
2(2)
-

107 (62)
26 (16)
12 (7)
13 (8)
7 (4)
5(3)
1(.5)

Female
Male
Transgender
No Response

19 (25)
56 (75)
-

70 (73)
24 (25)
1(1)
2 (2)

89 (52)
80 (46)
1(1)
1(1)

57 (76)
7 (9)
5 (7)
1 (1)
2 (3)
2 (3)

79 (82)
12 (13)
2 (2)
3 (3)
-

136 (80)
19 (11)
7 (4)
4 (2)
2 (1)
2 (1)

1 (1)

-

1(.5)

Age

Gender

Race/Ethnicity
White/Caucasian
Black/African American
Hispanic
Asian/Pacific Islander
Multiracial
Native American/Alaskan
Native
No Response
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Table A2
Study 2: Sample Demographics by Veteran Status
Veteran
(n = 154)

Non-Veteran
(n = 212)

Total
(N = 389)

18-24
25-34
35-44
45-54
55-64
65-74
75-84

3(2)
32 (21)
44 (29)
33 (21)
22 (14)
18 (12)
2 (1)

8 (4)
103 (49)
66 (31)
23 (11)
10 (5)
2 (1)
-

11 (3)
135 (37)
110 (30)
56 (15)
32 (9)
20 (5)
2 (1)

Female
Male
Non-binary

41 (27)
113 (73)
-

76 (36)
136 (64)
1 (.5)

115 (31)
249 (68)
1 (.3)

112 (73)
22 (14)
5 (3)
3 (2)
7 (4)
4 (3)

149 (70)
33 (16)
6 (3)
16 (7)
7 (3)
-

261 (71)
55 (15)
11 (3)
19 (5)
14 (4)
4 (1)

1 (1)

1 (1)

2 (1)

Age

Gender

Race/Ethnicity
White/Caucasian
Black/African American
Hispanic
Asian/Pacific Islander
Multiracial
Native American/Alaskan
Native
No Response
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Table A3
Correlations of Model Variables by Veteran Status
Age

Sex

Suicide Risk

Suicide Exposure

SA

Age

-

.04

-.31**

-.26**

.00

Sex

-.19**

-

.08

-.09

-.24**

Suicide Risk

-.14**

.06

-

.27**

-.10

SBX

-.09

-.05

.60**

-

.00

SA

-.03

-.03

-.39**

-.49**

-

Note. SA = Suicide Acceptability. SBX = Suicide Behavior Exposure; Veteran and male was
dummy coded as one and non-Veteran and female was coded as zero. Veterans are displayed in
the top diagonal and non-Veterans in the bottom diagonal. *p < .05. **p < .01.

Table A4
Means and Standard Deviations of Regression Measures
Veteran (n = 135)

Non-Veteran (n = 210)

M (SD)

M (SD)

Suicide Risk

6.65 (3.01)

7.47 (3.95)

Suicide Exposure

10.44 (6.41)

16.8 (17.36)

107.52(11.80)

96.67 (19.77)

Suicide Acceptability
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Table A5
Hierarchical Multiple Regression Analyses Predicting Suicide Acceptability
β

Sr2

t

95% CI

-.06
.13

-.06
.13

-1.13
2.31*

[-6.03,1.63]
[.25, 3.13]

Step 1
Sex
Age
Step 2
Sex
Age
Suicide Risk

-.04
.05
-.33

-.05
.06
-.32

-.86
1.01
-6.26***

[-5.23, 2.04]
[-.68, 2.11]
[-1.99, -1.04]

Sex
Age
Suicide Risk
SBX

-.07
.02
-.12
-.39

-.08
.02
-.11
-.35

-1.54
.40
-1.99*
-6.79***

[-6.12, .74]
[-1.05, 1.59]
[-1.06, -.01]
[-.57, -.32]

Step 3

Step 4
Sex
-.10
-.11
-2.09*
[-6.90, -.20]
Age
-.08
-.08
-1.45
[-2.43, .37]
Suicide Risk -.14
-.13
-2.42*
[-1.15, -.12]
SBX
-.36
-.33
-6.37***
[-.53, -.28]
Veteran
.24
.25
4.63***
[4.69, 11.62]
Status
Note. N = 366. SBX = Suicide Behavior Exposure. *p < .05; ***p < .001.
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R
.14

R2
.02

∆R2
.02*

.34

.11

.09***

.47

.22

.11***

.51

.26

.04***

APPENDIX B
VETERAN VERIFICATION QUESTIONNAIRE (VVQ)
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If Air Force:

If Army:
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If Coast Guard:
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If Marines:
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If Navy:
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Additional questions given to non-Veterans for pilot:
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APPENDIX C
SUICIDE BHEAVIOR EXPOSURE (SBX)
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APPENDIX D
SUICIDE BEHAVIOR QUESTIONNAIRE-REVISED (SBQ-R)
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APPENDIX E
ATTITUDES TOWARDS SUICIDE (ATTS)
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APPENDIX F
DEMOGRAPHICS QUESTIONNAIRE
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Instructions: Please provide a response for each of the following questions:
1. What is your age? __________
2. How old were you when you first drank alcohol (more than a sip)? __________
3. What is you gender?
 Male
 Female
 Transgender
 Neither of these (please specify) _________
4. With which racial heritage do you identify?
 Caucasian/ White
 African American/ Black
 Asian/Pacific Islander
 Native American/ American Indian
 Multiracial
 Other (please specify) _________
5. Do you identify as Hispanic, Latino, or of Spanish origin? (On or more categories
may be selected)
 Not Hispanic, Latino/a, or Spanish origin
 Chicano/a
 Cuban
 Mexican
 Mexican American
80

 Puerto Rican
 Unknown
6. Are you a member of a sorority of fraternity?
 Yes
 No
7. What is your current relationship status?
 Casual Dating Relationship
 Committed Relationship
 Divorced
 Life Partner
 Engaged
 Married
 Separated
 Single, Never Married
 Widowed
 Other: Please Specify
8. What is your current year in school?
 Freshman
 Sophomore
 Junior
 Senior
 Other: Please Specify
9. What is your religious affiliation?
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 Agnostic
 Atheist
 Baptist
 Buddhist
 Catholic
 Christian
 Hindu
 Judaism
 Lutheran
 Methodist
 Muslim
 Nonaffiliated
 Protestant
 Other: Please Specify
10. Please estimate your household income:
 $0 - $10,000
 $10,000 - $20,000
 $20,000 - $30,000
 $30,000 - $40,000
 $40,000 - $50,000
 $50,000 - $60,000
 $60,000 - $70,000
 $70,000 - $80,000
82

 $80,000 - $90,000
 $90,000 - $100,000
 $100,000 - $110,000
 Over $110,000

11. Are you currently seeking treatment for a psychological disorder (e.g., depression,
anxiety, ADHD, PTSD, etc.)?
 Yes
 No
12. Are you currently taking medication for a psychological disorder?
 Yes
 No
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APPENDIX G
IRB APPROVAL (STUDY 1 AND STUDY 2)
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